The University of Southern Mississippi

The Aquila Digital Community
Doctoral Projects

Fall 12-2016

Utilizing Culturally Congruent Educational
Interventions to Improve Native American
Diabetic Outcomes
Laurie Ann Hamilton
University of Southern Mississippi

Follow this and additional works at: https://aquila.usm.edu/dnp_capstone
Part of the Family Practice Nursing Commons
Recommended Citation
Hamilton, Laurie Ann, "Utilizing Culturally Congruent Educational Interventions to Improve Native American Diabetic Outcomes"
(2016). Doctoral Projects. 51.
https://aquila.usm.edu/dnp_capstone/51

This Doctoral Nursing Capstone Project is brought to you for free and open access by The Aquila Digital Community. It has been accepted for inclusion
in Doctoral Projects by an authorized administrator of The Aquila Digital Community. For more information, please contact
Joshua.Cromwell@usm.edu.

UTILIZING CULTURALLY CONGRUENT EDUCATIONAL INTERVENTIONS TO
IMPROVE NATIVE AMERICAN DIABETIC OUTCOMES
by
Laurie Ann Hamilton

A Capstone Project
Submitted to the Graduate School
and the Department of Advanced Practice
at The University of Southern Mississippi
in Partial Fulfillment of the Requirements
for the Degree of Doctor of Nursing Practice
Approved:
________________________________________________
Dr. Melanie S. Gilmore, Committee Chair
Associate Professor, Advanced Practice
________________________________________________
Dr. Anita D. Boykins,, Committee Member
Associate Professor, Systems Leadership and Health Outcomes
________________________________________________
Dr. Bonnie L. Harbaugh, Committee Member
Professor, Systems Leadership and Health Outcomes
________________________________________________
Dr. Karen S. Coats
Dean of the Graduate School
December 2016

COPYRIGHT BY

Laurie Ann Hamilton

2016

Published by the Graduate School

ABSTRACT
UTILIZING CULTURALLY CONGRUENT EDUCATIONAL INTERVENTIONS TO
IMPROVE NATIVE AMERICAN DIABETIC OUTCOMES
by Laurie Ann Hamilton
December 2016
Native Americans suffer from diabetes type II at a proportionately higher rate
than other populations. Management of diabetes in this population is problematic and
compounded by multiple influences such as socioeconomic, cultural and linguistic
variables. The purpose of this DNP project was to investigate cultural influences on
Native American diabetic outcomes.
Do cultural influences act as barriers to diabetic medication, diet and education
understanding? Would a Native American nurse applied education on medication, diet
and exercise improve diabetic outcomes in a 3 month period?
A convenience sample of 6 Native American participants obtained at a primary
care clinic were given a Native American nurse applied education intervention. The
intervention was preceded by participants taking a pretest, and followed by a post test.
Hemoglobin A1c and BMI were measured at baseline, and again at 3 months. Health care
recommendations by the baseline provider also were tracked for a 3 month period to see
if the patients met those recommendations.
Participant’s post test scores were not significantly improved. Hemoglobin A1c
and BMI were not conclusively affected by the Native American nurse education. The
initial recommendations for health care were followed by the participants. But the sample
did not uniformly have 3 month follow-ups. Data from this project is not sufficient to
ii

determine the benefits of utilizing a Native American Nurse when educating a Native
American population. This is partially due to the limited sample size which in turn was
influenced by time constraints and low sample recruitment from the population.
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- INTRODUCTION
This Doctor of Nursing Practice (DNP) project was developed to demonstrate
how healthcare providers of similar cultural backgrounds can positively impact patient
outcomes in a Native American diabetic population. According to Schim and Doorenbos
(2011, p. 1), “culture provides the context for all health care… throughout the human
lifespan.” Purnell (2013) agrees health is intrinsically influenced by cultural perspectives.
Cultural beliefs are ingrained and health decisions are swayed by these beliefs. In
healthcare the cultural perspective of individuals from different cultures is not always
identified as possible barriers to compliance. Communicating complex healthcare issues
such as diet, exercise, and medication compliance can be challenging in circumstances
where the provider and patient are from different cultures. In these cases cultural
influences are navigated best by individuals of like culture. The nurse of like culture is
especially suited to health care communication due to his/her nursing education and
history. The purpose of this DNP Project was to determine if educational interventions
provided by nurses of like culture will improve compliance with the prescribed diabetic
regimen.
This DNP project was developed to demonstrate how healthcare providers of
similar cultural backgrounds can positively impact patient outcomes in a Native
American diabetic population. According to Schim and Doorenbos (2011, p. 1), “culture
provides the context for all health care… throughout the human lifespan.” Purnell (2013)
agrees health is intrinsically influenced by cultural perspectives. Cultural beliefs are
ingrained and health decisions are swayed by these beliefs. In healthcare the cultural
perspective of individuals from different cultures is not always identified as possible
1

barriers to compliance. Communicating complex healthcare issues such as diet, exercise,
and medication compliance can be challenging in circumstances where the provider and
patient are from different cultures. In these cases cultural influences are navigated best by
individuals of like culture. The nurse of like culture is especially suited to health care
communication due to his/her nursing education and history. The purpose of this DNP
Capstone Project was to determine if educational interventions provided by health care
workers of like culture will improve compliance with the prescribed diabetic regime.
Nurses are specially trained to recognize health needs and communicate
therapeutically with patients for the successful resolution of needs. Nurses of the same
culture as their patients are able to recognize cultural issues that block successful resolve
of healthcare needs. According to the U.S. Department of Health and Human Services
(2006), minority patients do receive better interpersonal care from practitioners of their
own race or ethnicity. Therefore, nurses of like culture are well suited to navigate the
health care communication landscape with patients who require post diagnosis education.
Culture is defined by Purnell (2013) as the total socially transmitted behaviors including
beliefs, values, customs life ways and other products of thought which are characteristic
of a population and guide their worldview. Our healthcare actions are dictated by our
cultural beliefs. This is why culture is so significant in the area of healthcare.
Cultural competence is the condition of the majority of health care events
currently practiced. Cultural competence within nursing involves a nurse providing care
to a patient from a differing culture and seeking to expand their perspective to encompass
those valued by the patient. Typically, these are broad cultural views aimed at avoiding
offense to the patient. The transcultural nurse comes from outside the culture and seeks to
2

understand the cultural perspective of the populations which they serve. However, the
transcultural nurse lacks the cultural insights that nurses from within the culture possess.
The concept of culturally congruent care involves the health care provider serving the
culture from which they arose. For this DNP Project culturally congruent care is Native
American nurses interacting with Native American patients from their own tribe.
Diagnoses with high health impact and a long life expectancy require extensive
educational intervention. Diagnoses such as diabetes will impact a patient’s health on
multiple levels. While lifestyle adaptations can positively impact the patient outcomes
and prognosis it requires intense educational communication. Educating the patient in
measures to incorporate positive changes in lifestyle will be challenging and require
navigation of multiple cultural barriers. Gaining patient commitment to make these
changes is crucial. The patient will need to make dietary, exercise and weight loss
changes to their lifestyle. Additionally, these patients will need to take medication for the
foreseeable future, a prospect which causes many patients distress. Gaining “buy in” from
patients with a complex health issue such as diabetes is crucial for their long term health,
and reduces the patients and systems health care burden.
Patients with chronic health issues such as diabetes mellitus experience more
health morbidity issues than the general population. The Native American population
experiences a greater degree of diabetic morbidity than the general population due to
higher rates of diabetes prevalence in the population. Diabetes diagnosis among
American Indian/American Native (AI/AN) older than 20 years is three to four times
(10.9%-15.9%) that for non-Hispanic Whites (3.9%) (Centers for Disease Control and
Prevention, 1998). According to the U.S. Department of Health and Human Services'
3

Indian Health Services (ADA, 2014) Native American Alaskan Natives experienced a
68% increase from 1994-2004 in diabetes among the population aged 15-19 years
resulting in an estimated 30% of AI/AN with diabetes.
Chronic conditions represent a significant burden on the health care system in
economic expense and man power hours. In a 2012 study regarding the economic impact
of diabetes the estimated impact to the United States was $245 billion per year with
including $176 billion of that figure representative of direct medical costs and $69 billion
in reduced productivity (ADA, 2013). This study does not reflect the pain and suffering
associated with the diagnosis or those who have undiagnosed diabetes.
Including Native American nurses in the educational process improves the
patient’s chances of successful retention of unfamiliar and complex health information.
The Institute of Medicine (IOM) (2013) recommendations encourage diversity in the
nursing field so that the patient benefits from such diversity in access to providers with
comparable cultural experiences. The goal of the IOM (2013) is to improve empathy,
communication and thereby make care to the individual more appropriate.
As a Native American nurse provides healthcare to the culturally consistent
population he/she is not subject to linguistic, spiritual and cultural barriers to care. The
challenges facing the Native American diabetic patient are better understood by health
care professionals from the same culture. Therefore, Native American nurses are better
equipped to address cultural and educational barriers due to their training and experience.
Native American nurses hold the tools necessary to promote change from a sociocultural
and healthcare perspective. What remains to be seen is if a culturally congruent
educational intervention provided by these Native American nurses will improve Native
4

American diabetic compliance. The purpose of this DNP project is to determine if NA
nurses caring for NA diabetic patients can improve outcomes.
Purpose Statement
The purpose of the DNP Project was to investigate the effects of Native American
nurse educational intervention for NA diabetic patients. In addition to their education by
their primary care provider participants received an educational review of ADA (2016),
educational tools by a NA nurse, with the objective of overcoming any cultural or
linguistic barriers which may have been present. The goal of the project was to identify
whether there are significant benefits to having NA type II diabetic patients educated by
nurses who are of like culture.
Background and Significance
Geographic Impact
Local. Currently the Mississippi Band of Choctaw Indians; Tribal Primary Care
Clinics serves the over 15,000 Mississippi Native Americans (Census, 2010). In this
population approximately 16% (ADA, 2015a) are diagnosed as diabetic. This is the
highest number of any racial group. The number of Native American’s actually affected
by diabetes is believed to be much higher (Berry, Samos, Storti, & Grey, 2009).
According to the Choctaw Health Center data there are approximately 10,000 NA
who receive their care from the Mississippi Band of Choctaw Indians (MBCI), Health
Centers and Community Clinics. Of this population there are approximately 2000 patients
diagnosed as diabetic or pre-diabetic. This data reveals a rate closer to 18% type II
diabetics and 2% pre-diabetic for this population.
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Among Native American or Alaskan Natives the death rates for diabetes is 1.6
times that of the general U.S. population, 34.5% compared to 21.8% respectively (CDC,
2011). In a 2012 study regarding the economic impact of diabetes the estimated impact to
the United States was $245 billion per year with including $176 billion of that figure
representative of direct medical costs and $69 billion in reduced productivity (ADA,
2013). The healthcare burden of diabetes on the tribal system is extensive. Improvements
in patient compliance to healthcare recommendations can result in improved patient
outcomes. These improved outcomes will result in improved patient health, longevity,
and reduced health care demands. Implication for the tribal economy includes improved
productivity, improved utilization of existing resources and decreased health care burden.
Diabetic patients have on average 2.3 times higher medical expenditures than
non-diabetic patients according to the Department of Health and Human Services, (2012).
With such a large number of tribal members with diabetes and associated complications
the economic burden on the local tribal system is considerable. With improved
compliance to medication the local tribal government stands to recoup thousands in
expected expenditures. Moneys which can be used in other areas of health care or as the
tribe sees fit.
The improved compliance stands to improve workforce productivity. Patients who
adhere to their diet and exercise regimes live longer and more productive and
independent lives and have fewer sick days than patients who do not comply with diet
and exercise regimes (ADA, 2015b). This improved workforce productivity translates to
less absenteeism, fewer hospitalizations, fewer disabilities and a decreased loss in
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productive capacity due to early mortality (ADA, 2013). The U.S. is estimated to have a
lost productivity of $50 billion annually linked to diabetes sufferers (ADA, 2013).
Healthier diabetic patients result in less health care burden. Patients who are
healthier require less frequent and less complicated care, fewer hospitalizations and can
stay at home longer than patients who do not comprehend their health care needs. This
reduction in the patient burden on the health care system means fewer resources are
required to provide care to the same number of patients. The result is a more efficient
utilization of healthcare dollars.
Regional. In the United South and Eastern tribes of the Nashville Area Indian
Health Services there are 29 tribes across 14 states. Among these tribes is the Mississippi
Band of Choctaw Indians consisting of multiple tribal communities with one central
reservation in which the Tribal Government and hospital is located. This Hospital and its
satellite clinics are the major health care suppliers for the local tribal residents from
which this researcher plans to draw a convenience sample.
National. There are 566 federally recognized and greater than100 state recognized
Native American and Alaskan Native tribes. The federally recognized tribes are provided
health assistance through a federal health programs Indian Health Service (IHS), U.S.
Department of Health and Human Services. Indian Health Service (IHS) is responsible
for the healthcare needs of 2 million of the nation’s 5.2 million American Indian and
Alaska Native people, (Sequist, Cullen, & Acton, 2011).
In a 2012 study it was estimated that the fiscal burden of diabetes on the United
States is $245 billion per year, which includes $176 billion representative of healthcare
costs and $69 billion in reduced productivity (ADA, 2013). This study does not reflect
7

the pain and suffering associated with a diagnosis of diabetes nor does it include the
fiscal impact of individuals who have undiagnosed diabetes. When considering the
economic impact of diabetes on the U.S. it is clear this is an area where improvement in
patient care may yield a rich financial result.
Diabetes
Diabetes is characterized by high blood glucose levels caused by either a lack of
insulin or the body's insensitivity to insulin. Type I diabetes is typically identified in the
young and is associated with an autoimmune disorder against the cells in the pancreas
which produce insulin. Type II diabetes develops most often in middle-aged and older
adults but can occur in young people. It is also known as insulin resistance and is a
disorder with the cellular uptake of insulin which results in less glucose entering the cells
to be used as energy. Insulin must then be increased in the body either by stimulating
pancreas production or insulin injection.
Diabetes in Native Americans
In 2004 IHS initiated a grant program to fund a demonstration project in Native
American communities across the nation. The project was based on the results of the
Diabetes Prevention Program (DPP), research involving a large sample of prediabetes
individuals conducted in the 1990s. The DPP results revealed dietary changes and
exercise are effective in reducing the risk of developing Type II Diabetes. Therefore,
measures aimed at improving compliance with diet and exercise can improve diabetic
outcomes by reducing long term complications.
Preventing diabetes or its complications is priority, given the excess morbidity
suffered by American Indian and Alaska Native people. Co-morbid conditions include
8

cardiovascular disease, amputations, and kidney disease. American Diabetes Association,
(2013) lists additional risk factors for the diabetic patient developing neurological,
peripheral vascular, cardiovascular, kidney, visual, metabolic and other complications.
Implications for Health
Keeping blood glucose levels as close to normal as possible can prevent or slow
the progress of many complications of diabetes, adding years of healthy, active life.
Ideally, levels should be maintained between 70 and 130 mg/dl before meals, and less
than 180 two hours after meals. Glycated hemoglobin (A1C) level ideally should be less
than 7% (ADA, 2015b). However, any improvement in blood glucose levels reduces the
risk of long term complications. The Diabetes Control and Complications Trial (DCCT),
researchers monitored 1,441 type I diabetics for a number of years (U.S. Department of
Health and Human Services, 2005), half the sample persisted in routine diabetic care
while half followed a more an intense control regimen. Those in the intense control
sample were able to maintain lower blood glucose levels than those receiving typical
treatment. In the resultant comparison those patients in the intensive control program had
fewer eye, kidney and nerve complications than those patients on standard care. In
addition; those who had previously developed some level of these three complications
prior to entering the DCCT study experienced rare, if any, progression in the pre-existing
condition (ADA, 2015b). Therefore tighter control of blood glucose levels has proven to
be a desirable goal.
Social Determinates of Health
Social determinants of health comprise the circumstances, in which people are
born, grow up, live, work, and age, including the systems that are in place to deal with
9

illness. These environments are formed by a wider set of economics, social, and political
forces. Healthy People 2020, (ODPHD, 2016), has determined health disparities to be
those influences which are racially or ethnically based, as well as those which by virtue
of the environmental or geographical location, disability, socioeconomic status, age or
sex impact the attainment of the highest level of health. The proposed culturally
congruent educational intervention is designed in recognition of these social determinates
of health. In recognition of the influences of social determinates of health; diabetes
prevention strategies should be culturally appropriate and involve community
partnerships, (Sequist et al., 2011). Maximizing the environments available to improve
health with culturally congruent education involves not only the health systems available
but also the inclusion of other aspects of the social determinates of health. The marriage
of these may prove to advance patient health.
Social conditions preclude many NA people from living healthy lifestyles
(Mitchell, 2012). Transportation, education and financial barriers exist for the
appropriation of healthy foods in the home. For instance, one might live miles from the
nearest farmers market and have no transportation. These types or real barriers exist for
NA patients and their families. This contributes to the increased rates of poorly controlled
health issues in Native American communities (Mitchell, 2012).
Cultural Influences
Culture is defined by Purnell (2013) as “the totality of socially transmitted
behavioral patterns, arts, beliefs, values, customs, lifeways and all other products of
human people work and thought characteristics of a population of people that guide their
worldview and decision making” (p. 6). We act upon our beliefs; therefore what we
10

believe dictates our healthcare actions. This is why culture is so significant in the area of
healthcare. It is in our homes that children are taught their world view. An individual
undergoes a transformation of worldview to the extent they are willing to interact with
the outside world and other cultures.
Exposure to other cultures begins a transformation in our cultural concepts. This
beginning is termed cultural awareness or the ability to recognize the physical aspects of
differing cultures such as dress, and art. Hopefully for the transcultural nurse this
transformation will progress to cultural sensitivity or the ability to communicate with
differing cultures without being offensive. As nurses gain experience with a cultural
worldview they should develop cultural competence defined by Purnell (2013), as the
ability to provide health care in a manner consistent with the patient’s cultural heritage
thereby becoming a transcultural nurse. This transcultural nurse has been an invaluable
part of the healthcare arena for decades. However, the transcultural nurse coming from
outside of a culture to administer care cannot offer the same advocacy, sensitivity or
empathy that nurses coming from within the culture can provide.
Purnell (2013), states “culture is largely unconscious and therefore has powerful
influence on health and illness” (p. 6). Individuals who have like cultural origins can
transmit knowledge, recognize cultural barriers, and communicate to promote skill
appropriation and acquisition, as well as advocate for their patients cultural perspectives
when appropriate. Certain linguistic and traditional barriers to care are best addressed by
nurses who possess both the perspective of the culture and the educational advancement
and tools to promote change from a sociocultural perspective.
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Saha and Shipman (2006), reviewed 55 studies on the topic of healthcare diversity
and found that; minority health professionals tend to serve medically underserved
populations. The research revealed that minorities typically to receive better interpersonal
care from practitioners of their own race or ethnicity.
Cultural traditions such as native healing, medicine men and healers remain a
closed section of the Native American culture for the transcultural nurse. Typically, not
brought up in care delivery due to the history of cultural imperialism and cultural
eradication attempts, the patient may visit the local healer prior to seeking healthcare
from the local healthcare provider. As a result motivating toward change of unhealthy
traditional treatments remains a challenge for the transcultural clinician serving a tribal
population. Native American clinicians hold an advantage in their freedom to
communicate on sensitive cultural practices, ability to communicate fluently with both
English speaking and native speaking patients and their inclusion in the culture. Combine
these abilities with the tools gained through education, the Native American Advanced
Practice Nurse has a distinct advantage in the care of Native American population and a
unique ability to motivate toward change in an increasing population.
Linguistic Influences
Most Native Americans within the Choctaw culture learn their native language
first and then English as their second language. In 2012, 20% of American
Indians/Alaska Natives spoke a language other than English at home (OMH, 2015).
There are subtle nuances in the native languages which can change the meaning of words
and therefore impact the understanding of the listener (Purnell, 2013). The nuance of a
language is typically learned and mastered in childhood when learning to speak and
12

frequently is the cause of misunderstanding between speakers. Depending on the
inflection and emphasis placed on certain words the hearer understands the meaning and
intent of the speaker. A sentence spoken with the emphasis placed on different words can
mean different things. This subtle yet key change in the way the word is spoken can
greatly affect the understanding of the listener.
The use of interpreters in the healthcare field has long been necessary to promote
patient understanding. Recent research has revealed that in the current educational
environment of self-study and in the case of complex medical diagnosis translation is less
effective (McCabe, Gohdes, Morgan, Eakin, & Schmitt, 2006). Data suggests that with
current independent study techniques used to train interpreters the complexities of disease
process, diet and exercise regime and treatments of diabetic patients is poorly
communicated (McCabe et al., 2006).
Nowhere is the accurate reception of spoken content more imperative than in
healthcare, where instructions range from how to comply with a new medication, to a
diagnosis impacting prognosis. Most patients prefer to communicate directly their
provider rather than through an interpreter. This is especially true when dealing with
sensitive healthcare issues. Saha and Shipman (2006) found that non-English speaking
clients receive better interpersonal care, experience increased healthcare knowledge, and
have an improved adherence to health care recommendations such as follow up care,
when care is provided by an individual who speaks their native language
The Institute of Medicine’s publication Unequal Treatment (IOM, 2003), focused
attention toward linguistically appropriate healthcare services as an integral part of
culturally congruent care and necessary to addressing health disparities. Providing
13

culturally congruent services was recognized as indivisible from speaking to the patient
in his or her language. Since then the theme has been echoed in national accreditation
standards in the fields of both medicine and nursing, in health care policies, and in such
legislation as the Affordable Care Act. When updated in 2013 the National CLAS
Standards included providing healthcare services to individuals in their “preferred
language” as a goal of care. This has become increasingly important in the expanding
U.S. Native American population.
Expanding Population
Serving the greater than 55,000 Native Choctaws (U. S. Census, 2010), multiplied
by the growth rate of this and other Native populations across the U.S. we realize the
magnitude of the call for nurses who are able to rise up through the ranks and take their
places as nurse leaders in these populations. The U. S. Census (2010) identified 1.7% of
all people in the United States as American Indian and Alaska Native, either alone or in
combination with one or more other races. Additionally the 2010 U. S. Census numbers
reflect expansion of the American Indian and Alaska Native populations in combination
by a rapid 39% from 2000 to 2010. This expansion comes in the atmosphere of unsolved
health disparity issues experienced by this population.
Native American Health
Indian Health Services (IHS) operates the health delivery system for
approximately 2 million American Indians and Alaska Natives. This population has less
access to healthcare facilities and typically experiences poor health outcomes and
multiple co-morbid conditions. Some documented issues which influence these health
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outcomes include geographical isolation, cultural barriers, inadequate sewage disposal,
and low income (OMH, 2015).
According to the (OMH, 2015), the leading causes of death among NA/AN
include heart disease, cancer, accidents, diabetes, and stroke. Additionally, Native
American/Alaska Natives experience a high mortality from mental illness, obesity,
substance abuse, hepatitis and liver disease. Additionally, Native American/Alaska
Natives experience increased infant mortality rates, 60% higher than Caucasians, and
have diabetes at a rate two time that of Caucasians, (OMH, 2015).
Needs Assessment
Native Americans experience increased rates of type II diabetes compared to the
general population. Additionally, NA diabetics suffer significant morbidity and mortality
related to poorly controlled type II diabetes. There are unidentified barriers to consistent
medication, diet and exercise adherence. These barriers need to be identified so that plans
can be developed for intervention. Research is needed to investigate the source of these
barriers. Identification of these barriers can be followed by planned intervention for their
removal. Some of these barriers may be in the arena of linguistic or cultural influences.
Native American nurses are included in the culture and are aware of broad socio-cultural
influences on health care. Problem solving approaches to some of these socio-economic
barriers to adherence has been advised by research (Berry et al., 2009). These patients
may benefit from an intervention given one on one with a NA nurse provided in a manner
consistent with their culture and in the language of their preference in a problem solving
format.

15

Review of Relevant Literature
A comprehensive literature search strategy was used to locate research articles
containing information related to Native American diabetes and diabetic education as
well as Native American nurses. A search of CINAHL into the topics of diabetes, in title
with a mention of education and/or Native American population in the abstract rendered
15 results, only 5 of which were usable. Incorporation of diabetic, Native American or
related terms rendered 23 results with 15 usable and 4 previously discovered.
Additionally, cultural congruence, Native American and diabetic outcomes were
searched together or in combination rendering 20 results, none usable. Recent research or
foundational studies investigating diabetic education and Native American diabetics were
included. Additionally, the Joanna Briggs Institute EBP Database, ScienceDirect, and
Sage, were searched using the search terms; Native American, nurse, minority, minority
nurse, and education. The return of 69 articles from CINAHL and ScienceDirect resulted
in 17 applicable articles. Included in the research on the topic of culture were quality
studies within the last 10 years. Seminal studies were included.
The concepts involved in the development of Native American nurse applied
educational interventions to improve Native American type II diabetic patient outcomes
combines’ conceptions from multiple studies. Currently in NA tribal clinics diabetes
education, tribal social structures and community input in design and content, as well as
educational considerations are important concepts guide the development of the
intervention. It is also important to recognize the impact of the disease on the population.
All of these aspects were included in the review of literature.
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Diabetes Health Impact
Diabetes-related mortality for Native Americans populations is higher than for
non-Hispanic whites (Cho et al., 2014). Research into American Indians and Alaska
Natives (AI/ANs) versus Caucasian causes of death revealed diabetes as a significant
contribution or co-morbidity in the causes of death of AI/AN. Data demonstrate that,
proportionally, more AI/AN persons died from diabetes, 2.6 to 3.6 times that of
Caucasians and at younger ages than Caucasians (Cho et al., 2014).
Diabetes is the leading cause of end stage renal disease (ESRD), accounting for
approximately 45% of new cases. Diabetes and dialysis disproportionately affect
racial/ethnic minority populations, with 71% in the AI/AN population (Burrows, Cho,
McKeeter-Bullard, Narva, & Eggers, 2014). Half of the patients with ESRD attributed to
diabetes die within 3 years of beginning dialysis in the United States, primarily because
of higher comorbidities, particularly cardiovascular disease (Burrows et al., 2014).
Cardiovascular disease (CVD) is a significant comorbidity which is highly
correlated with diabetes. CVD is a leading cause of mortality and a major source of
morbidity for American Indian/Native American (AI/AN), diabetics (Moore et al., 2014).
CVD is the leading cause of death among all adults with diabetes, which
underscores the need for intensive management of CVD risk factors. However, there are
cardiovascular risks associated with tight glycemic control. Hypoglycemia can contribute
to poor outcomes in diabetic patients. The effects of hypoglycemia in patients with Type
II diabetes are not fully understood. According to Fox et al. (2015) hypoglycemia has
been associated with increased heart rate, altered cardiac contractility and output, and
may result in cardiac arrhythmias, harmful effects on endothelial function, platelet
17

aggregation and resultant coagulation. Increased inflammatory mediators, blood viscosity
and lower serum potassium are other detrimental effects identified in this research. Fox et
al. (2015), identified further risks for the diabetic patient as sudden death in the patient
with myocardial ischemia.
Studies in morbidity rates reveal the numbers are declining, possibly attributable
to improved healthcare (Cho et al., 2014; Wilson et al., 2005). While morbidity rates are
on the decline, the numbers of new diabetics in the AI/AN populations continue to
escalate (Cho et al., 2014). These rising numbers of NA diabetics stand to add a
significant burden to the Indian Health Service system and tribal healthcare systems. In
an Arizona study Indian Health Services treatment costs for the 10.9% of Native
American diabetics accounted for 37.0% of the medical expense incurred between the
years of 2004-2005 (O’Connell, Wilson, Manson, & Acton, 2012). The need to intervene
to break the spiral of this condition is evident. Reducing disparities in mortality related to
diabetes will require developing effective approaches to prevent or control diabetes
among AI/AN populations (Cho et al., 2014).
Educational Aspects
What interventions should be considered for this population? To answer this
question; structure, and content were included in the review of literature. When
developing the Native American Diabetes Project (NADP), researchers found “one on
one” sessions with NA patients to be as effective and to have a better rate of attendance
than group sessions (Griffin, Gilliand, Perez, Helitzer, & Carter, 1999). While later
NADP research structures involving group sessions were less attended and the
consideration for future research models suggested consultation with tribal members for
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input regarding structure and content of the sessions (Griffin, Gilliand, Perez, Upton, &
Carter, 2000).
In one qualitative study researchers found the NA diabetic patient requires more
guidance in the effective navigation of impediments to health management or healthy
lifestyles in the form of improved education and supportive care for the newly diagnosed
diabetic patients, as well as their family, with improved emphasis on self-efficacy (Shaw,
Brown, Kahn, Mau, & Dillard, 2013). In focus group sessions with Native American
elders and diabetics and their families, the results were different between the elders and
the diabetic families indicating a possible disconnect from the variables of age or
experience (Berry et al., 2009). The diabetic family session participants felt that family
support and education was needed, along with a better sharing of medical history within
families, nutritious school lunches and nutritional education. The elders’ session
identified health and wellness programs, expense of medical supplies, problem solving
skills, and self-esteem and community support systems were needed. As a whole the
families were focused more on family unit needs and support while elders tended to focus
on community empowerment. However, both agreed in a need for stress and time
management education (Berry et al., 2009).
Research suggests the diagnosis of diabetes holds certain perceptions for the
Native American including: fear of change, necessity of a social support system, lack of
awareness or understanding of diabetes and the challenge of changing behaviors while
maintaining the integrity of the family (Satterfield et al., 2003). Native Americans also
believe interventions should be culturally and historically congruent with the Native
American beliefs and traditions (Berry et al., 2009; Satterfield et al., 2003), and that
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youth need to be taught healthy lifestyles in interesting and age appropriate manners
(Satterfield et al., 2003).
Case Management Models
Using a multidisciplinary case management, and disease management model to
improve self-management education among AI/AN communities the SDPI-HH
Demonstration Project targeted multiple CVD risk factors in individuals with diabetes
(Moore et al., 2014). They were able to demonstrate reduced risk factors for CVD
according to the Framingham CHD risk score (Moore et al., 2014).
Community Health Workers
The use of Community Health Workers (CHW) has been proven to successfully
improve patient outcomes in the areas of diabetes as well as other NA health issues.
CHW are self-described as “in-between” people who act as mediators between the health
care and community (Satterfield, Burd, Valdez, Hosey, & Eagle Shield, 2002). These
individuals are able to navigate the cultural and linguistic landscape, speak from a
position of understanding and respect for local customs and help their community make
informed and adaptive health choices (Satterfield et al., 2002).
Theoretical Framework
For this project, Neuman Systems Model, a middle range theory provided a
system based perspective, which unifies, is holistic and flexible. In her theory Neuman
assumed intersections between person, health, nursing and environment. This is
advantageous for research involving a collectivistic population such as the tribal and
community perspective of Native Americans.
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The environmental and cultural influences for Native Americans tend to be
collectivist rather than individualistic with community wellbeing, cultural influences and
tribal concerns considered paramount to individual concerns. Therefore the cultural
perspectives of “outward in” influences of Neuman’s framework are useful when
designing educational events for these individuals. Involving educators with common
cultural perspectives maximizes the potential for environmental and cultural
understanding and effective communication. Nurses from the community should be able
to navigate the complexities of locating resources for diet, and exercise, present tribal,
community, and cultural advantages of following regimen recommendations.
Neuman’s Systems Model incorporates the aspects of primary, secondary and
tertiary prevention. The goal of healthcare is moving from the current tertiary or
secondary model of care which involves the treatment of existing conditions, to the
primary prevention model which includes disease prevention. Development of this
project incorporates the concepts of moving from tertiary and secondary prevention
toward a primary prevention model. Challenging the patients conceptions through
education, presents opportunities for changes in patient behavior. Resultant changes in
behavior are then practiced in home, work and play. Incorporating these changes of
increased exercise, and healthy diet should result in changes in the homes and eventual
prevention of or reduction in diabetes type II incidence. Moving toward the primary
prevention is the goal, however, there are current implications for tertiary and secondary
prevention from this model.
Neuman focuses on the effects of environmental stressors, and their effects on the
individual. Environment and stress are seen as interconnected with the belief that stress
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can be a positive or negative event. When motivating to change the current perspective
patients have toward healthcare issues it is important to bring to a point of crisis. There
are situational issues which when understood by the patient should create the crisis and
result in the motivation toward change. There must be a clear understanding of the need
for change. This is especially true of deeply engrained aspects of an individual lives such
as cultural norms. Nurses using the tools for education explain to patients the
implications of hemoglobin levels, elevated blood sugars and insulin resistance on the
retinal, renal and cardiovascular systems and the resultant deterioration in these systems.
Consideration is given to sociocultural and spiritual aspects of the individual’s
perspective, both of which are important considerations for the Native American.
Augmentation of community wellbeing, environment and cultural influence are relevant
to the research and the implications are pertinent to the application of the research
findings. Framing the research project with an appreciation for the spiritual influences
inherent in the population’s culture was considered. Involving NA nurses from the
community in the educational event incorporates the elements of spiritual practices both
traditional medicine and current practices. There is a belief in traditional medicines or
healers to be both maleficent and benign. Commonly the health practices of “Healers” or
“Medicine men” is sought prior to seeking care from healthcare professionals. It is
important to convey an understanding and appreciation for taking responsibility for one’s
health while presenting the positive aspects of evidence based care.
NA nurses will be aware of the importance of approaching patients from the
perspective of cultural appreciation and respect for traditional views, as well as present
alternatives for diet and exercise which are present in the environment as options to
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overcome patient barriers. Additionally, NA nurses should be versed in the importance of
presenting the advantages for the tribe and community for continued elder influence. In
this way the researcher integrated these aspects of the NA diabetic patient and NA nurse
culture into the project.
Doctor of Nursing Practice Essentials
The Doctor of Nursing Essentials is the foundation for practice (AACN, 2006).
This project met the DNP Essential I by utilizing the Neuman System Model for the
application of culturally sensitive intervention to a NA population with a high rate of
diabetes type II and the subsequent evaluation of outcomes (1, 2, 3). DNP Essential II
was met by the development and implementation of the project. Additionally, the
essential was met by the development of the project with consideration of the system;
stakeholders, local policies and governmental structure while protecting and advocating
for patient needs (1, 2a,e, 3).
DNP Essential III was met by the identification of a health care need in the tribal
health care system, research of the topic for evidenced based interventions, followed by
synthesis, and compilation of current research for applicability to the population (1, 2, 3,
4). Additionally, Essential III was met by the development of a plan to investigate the
current gaps in literature (4), develop an effective and measurable outcome to evaluate
the plan when implemented (1, 2, 3, 4, 5) and to utilize current data and data collection
techniques to inform the topic (5). The development of a five (5) year sustainable plan to
address the health care needs and to disseminate the project information to tribal and
healthcare stakeholders, as well as the education of the NA nurse who implemented the
education intervention meets likewise meets Essential III (2, 4, 5, 6, 7).
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DNP Essential IV was met with the utilization of data collection systems at the
tribal health care system to track trends and population sample outcomes (2, 3) and the
utilization of current data and data collection systems to inform the topic (1). Essential V
was met with identification of a health care need/disparity (2, 4, 7) in the tribal health
care system, research in the topic for evidence to guide planned interventions (7),
synthesis and compilation of the current literature on the topic (7) and evaluate the
research for applicability to the population (2, 7). Additionally, by the development and
implementation of the project which considers the system (1, 2, 7), stakeholders (1, 2, 4,
5) and local policies of the tribal healthcare (1, 2, 4, 5), and government (1, 2, 4, 5), while
protecting (4, 7) and advocating for patient needs (4, 7).
DNP Essential VI calls for the Advanced Practice Nurse to Inter-professional
collaboration for improving population health. This project meets this essential by the
education of a NA nurse who implements the intervention (1, 2, 3), implementation of a
five (5) year sustainable project to address health care needs and the implementation of a
plan to disseminate the information to appropriate tribal and health care personnel (1, 2,
3). Likewise the identification of and resourcing with key stakeholders and tribal
government for implementation and resource allocation for project implementation (1, 2,
3) demonstrates the core concepts of Essential VI .
DNP Essential VII addresses the concepts of prevention and population health
improvement for the nation. The project demonstrates this essential by identifying the
disparity and populations need (1, 2, 3), researching, compilation, and synthesis of
current literature and evaluation of the current literature for applicability in this
population (1, 2, 3). It also includes the core concepts of culturally sensitive clinical care
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to a NA population with a high diabetic percentage and the subsequent evaluation of the
outcome (1, 2, 3).
DNP Essential VII addresses the specifics of the Advanced Practice Nurse (APN)
role as one that expands the scope of the APN to a wide range of clinical or/and
administrative roles. Recognition of a population need, identifying influential factors,
gathering relevant literature, and reducing it to the specific factors which impact this
population demonstrate the core concepts of systems and analytical thinking skills while
demonstrating cultural sensitivity in application of the APN clinical role (1, 2, 4).
Additionally, the subsequent development, promotion of the project to the diverse
governmental and administrative authorities, and implementation of this project
demonstrate an ability to educate and guide diverse groups through complex health care
situations (3, 4, 5, 6, 7).
Summary
Native American nurses are uniquely suited to address the disparity needs of NA
patients and understand the spiritual, socioeconomic and cultural aspects of their
community (Parker, Haldane, Keltner, Strickland, & Tom-Orme, 2002). The history of
distrust (Parker et al., 2002), is not a barrier for these nurses who are accepted and
respected members of the community. Combine community trust with the therapeutic
communication skills taught in nursing schools and the NA nurse becomes the logical
choice for education related to healthcare barriers. Employment of the NA nurse in this
role is not difficult to envision as nurses are ideally suited to this role. NA nurses possess
skills identified as valuable are; communication, interpersonal skills, service
coordination, patient education, advocacy and organizational skills along with and the
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qualities of empathy, respect, a relationship with the community and desire to help
(Satterfield et al., 2002).
Pairing the individualized education, one on one, design of “Community
Workers” and “Case Managers” with the problem solving approach incorporates best fit
for the educational intervention. Additionally it incorporates evidence based health care
practices into the planned intervention. Likewise the “Community Workers” concept of
“in between” people fits the role of nurses as patient advocates.
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–METHODS
Population Description
A sample of Native American diabetic patients was collected from individuals
who presented to one of the primary care clinics for an Indian Health Services clinic for
routine care and communication/education regarding their diabetes. This convenience
sample included type II Diabetic mellitus female and male patients between the ages of
21 and 65 with Hemoglobin A1c ≥ 8.0. All participants were established patients of 18
months or greater. This exclusion criterion improves accuracy of the data as well as
reduces risk in individuals in whom hypoglycemia may not be advantageous if they begin
sudden lifestyle adaptation on various aspects such as insulin management and diet and
exercise concurrently.
These age parameters were set because strict control of blood sugars in periods of
growth may endanger health (ADA, 2015b). There are risks associated with
hypoglycemia in those over 65 years of age. Hypoglycemia has been associated with
increased risk of stroke and heart attack; therefore strict management of diabetes may
place those individuals over 65 at increased risk (ADA, 2015b). Exclusion criteria also
included those patients who are currently on chemotherapy, dialysis or who were
terminally ill. The benefits did not outweigh the risk for these patients.
Intervention Preparation
A Native American RN currently employed at the primary care clinic was trained
in application of a problem solving approach to type II diabetes medications, diet and
exercise by the project director in preparation to participate in the culturally appropriate
training of NA diabetic patients. The nurse who is selected attended training in the role,
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approach to culturally congruent care, and review of the tools to utilize in the
intervention. The NA nurse attended this event during regular work hours and was
compensated at the regular rate of pay. The training took take place over approximately 1
hour and concepts of confidentiality and confidential communication, informed consent,
tool utilization, as well as diabetic healthcare needs were covered. The nurse was trained
in the completion of the questionnaire and the importance of asking the patient the
questions in the same manner both pre and post intervention. The NA nurse was
cautioned to avoid leading the patients in answering the questionnaire.
Intervention Method
Patients were selected from the diabetic patients who presented to the clinic.
Patients registered following the clinics routine protocol; signing in at the front desk,
triaged (vital signs and chief complaint obtained by the appointed nurse, labs ordered and
obtained, then placed in the exam room) as usual and protocols followed for patient care
as indicated by the patient chief complaint. If the patient’s chief complaint was
medication refill for diabetes type II and/or comorbidities, the triage nurse notified the
NA nurse trained in the intervention via the most expedient means with the patient
location (exam room 1-25). After the patient was seen by the routine provider and after
receiving routine care and education the type II diabetic patient who meets the criteria of
hemoglobin A1c > 8.0, age 21-65, and BMI> 30.0, was directed to a dedicated room for
additional education by a Native American nurse who was trained in application of the
ADA (2016), educational materials (Appendix A-J). The patient was offered an option of
participation in the intervention and the responsibilities were explained. It was explained
to the patient that there would be no difference in the care provided even if the patient
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elected not to participate. After obtaining written consent (Appendix K) from the
participant, the NA nurse proceeded with the educational intervention. The educational
intervention included the Native American nurse reviewing the instructional materials
with the patient in a culturally congruent way. Educational materials included diagnostic
criteria, problem solving approaches to diet and exercise management, the prescribed
medication regime, and importance of monitoring as prescribed (Appendix A-J). The
materials were reviewed with the patient in English and/or in Choctaw languages,
questions were encouraged, asked and answered in the patient’s language of choice.
When the educational intervention was completed the nurse reviewed with the patient the
instructions for follow up and confidentiality and concluded the intervention.
Patient Protection
The sample was obtained by convenience. All patients meeting the criteria for
inclusion were offered participation in the project. Patients received written and oral
explanation of the project and written consent to participate in the project was obtained
(Appendix K). Once consent was obtained; for the purpose of data collection, the
patient’s chart was assigned a number by the researcher. This identification number was
recorded on a separate key and kept separate from patient data. Patient data was collected
on the data collection worksheet (Appendix L). The data worksheet was free of the
patients’ names and had only the assigned identification number. Those participating in
the project are only known to this researcher, the NA nurse who provided the intervention
and recorded the identification number, and the participant themselves (as well as any
family the participant elected to include).
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The patient record was reviewed for historical data for the previous 12 months.
The historical data was collected for the purpose of comparison of pre and post
intervention improvement and included the hemoglobin A1c. Only the hemoglobin A1c
was tracked for improvements over the 12-18 month period and compared to the baseline
and subsequent (3 months post intervention) values. The purpose was to capture as
accurate a reflection of the patient’s patterns over holidays and feasts which may
influence the hemoglobin A1c values.
The hemoglobin A1c, BMI, medication refill and follow up history recorded on
the Electronic Health Record (EHR) were recorded on the data collection sheet by the
researcher. This data was collected for the purpose of comparing follow up attendance,
medication refill, and the Hemoglobin A1c at intervention (baseline) with subsequent (3
months) values. This data was collected in on or as near as possible to three (3) months
following the intervention. This data was compared to recommendations made by the
provider at baseline and reinforced in the intervention.
Patient questionnaires were collected in the intervention by the NA nurse pre
intervention and again post intervention requesting their input on the improved
understanding of their treatment regimen and disease process. Their responses were true
or false answers to a series of questions regarding their health care and medication
regimen (see Appendix K). The questions were developed from materials covered in the
ADA educational materials which were utilized.
Evaluation of Project Outcomes
Outcomes were considered improved if the participant’s hemoglobin A1c value
was lower than the previous year’s values, values at baseline or both. It is believed that
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measuring BMI and Hemoglobin A1c will reflect the goal of improved outcomes such as
improved medication, health recommendations (screenings, follow ups, appointments and
referrals), as well as diet and exercise adherence as a whole. Measures over greater
periods of time were outside of the time constraints of this project.
Medication adherence was measured by comparing the medication refills on a
monthly cycle as reflected in the health data collection system for the clinic where most
NA patients fill their prescriptions. Tracking was only recorded for those medications
resulting from direct type II diabetes treatment or its related comorbidities as
recommended by the American Diabetes Association (2016). Tracking did not include
those medications which were prescribed for symptom management alone (gabapentin,
pregabalin), or those medications which were related to other diagnosis such as
infections, GI, musculoskeletal, etc., which are not included in the ADA education
provided in the intervention (Appendix A-J).
Health recommendations by the provider such as screenings, follow ups,
appointments and referrals, related to the type II diabetes diagnosis or related
comorbidities: CVD, renal disease, retinopathy, dental treatment and follow ups were
recorded as recommendations followed; or recommendations not followed. Diet and
exercise were evaluated by BMI comparisons. The BMI obtained at each visit was
measured at 3 months and compared to the BMI at the time of education intervention.
Reduction in BMI may indicate improvements in diet and exercise understanding.
Outcomes were also measured by the patient’s responses to the questionnaire as it reflects
understanding of the regimen, and disease.
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- FINDINGS
Project Implementation
This DNP project was planned for completion in spring 2016. However, there
were barriers encountered by the Project Director which included gaining “buy in” from
healthcare organization, navigation of administration, and tribal governmental
permissions. These led to a delay in the project implementation date but were
successfully traversed.
Navigation of Tribal Landscape
Initially, there was little interest in the project topic when it was presented to the
administrative structure of this IHS clinic. With time investment and development of
materials to demonstrate the attractiveness of improving NA nurse utilization for the care
of NA patients, and the benefits of having increased NA nurses available from which to
draw employees; interest improved. The Project Director was then notified that the Tribal
Government would have to pass a Tribal Resolution allowing implementation of the
project in the population. The Tribal Chief was approached with materials demonstrating
the high impact of type II diabetes on the Native American population and resulting fiscal
impact to the tribal economy. Project Director was later directed to Administrative
personnel who facilitated my communication with Attorney General for the tribe and
plans were made for the Resolution to be presented before the Tribal Council. The
Project Director addressed the Tribal Council with the proposed project and the after
debate the Resolution was approved.
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Administrative approval of the NA nurse who would be available for
implementation proceeded. Recruitment, training and implementation proceeded in
spring, with measures expected in summer 2016. Space availability was secured.
Sample Description
Sample size was reduced to six (6) when the time allotted for sample collection
drew to a close and there were only six (6) participants recruited. The participants were
given an educational intervention presented in the language of their choice by a NA nurse
who encouraged and answered questions tailoring the education to the participant’s needs
and interests within the materials provided (Appendices A-J). The education was
provided in a quiet, comfortable and private area set aside for the intervention with
healthy snack choices provided. Participants were allowed to bring their significant others
if desired. Interruptions were avoided.
Pre/Post Test Scores
The patients were given an eight (8) question true or false pretest which was at or
below a 5th grade reading level (Appendix K) before the intervention. The educational
intervention was given and the post test was left with the patient to turn into the basket
provided before departing the clinic. The patient was allowed to complete the post test at
their own pace. Analysis of the data showed improvements in three (3) of the scores from
pre-test to post test, declines in one (1) score and two (2) remained the same. Significance
was not established for an increase in increased knowledge conveyed in the verbal review
and educational presentation for the population by the Native American nurse.
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Medications and Follow-up Recommendations
Medication refills and follow-up recommendations as advised in the initial visit
interventions were measured monthly for three (3) months. Participants were followed to
evaluate initial pick up of prescribed medications post intervention and then monthly
refills for three (3) months. Of the six (6) participants, all six (6) picked up the
medications on the day of the educational intervention (baseline), while four (4) refilled
their diabetic medications monthly (each month for consecutive 3 months).
Follow up recommendations were made by the provider on the initial visit and
those recommendations were reinforced by the NA nurse in each participant’s education.
The participants who followed up with all recommendations were measured and four (4)
of the six (6) participants completed all recommended follow-ups as directed by the
initial provider. Three (3) participants had recommendations for one (1) month follow-up,
and all three (3) followed up with the recommendations.
BMI and Hemoglobin A1c
Values of the BMI and Hemoglobin A1c were measured at baseline and then
again in three (3) months. These were reinforced in the education as part of the provider
recommendations. Of the six (6) participants four (4) had BMI’s measured at three (3)
months follow up, three (3) had a reduction in BMI, while one (1) had an increase in
BMI measurement.
Hemoglobin A1c was measured at baseline and measurements were
recommended for all participants at 3 months follow up. The Hemoglobin A1c was
repeated on three (3) of the six (6) participants with values increasing as a whole (8.6 to
11, 8.1 to 8.6 and 9.0 to 8.8). Of the participants who were seen at the 3 month follow up,
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the Hemoglobin A1c was not ordered by the provider who saw the remaining two (2)
participants.
When comparing the Hemoglobin A1c for the participants who returned and had a
Hemoglobin A1c obtained, there was a decrease in the values of two (2) participants
from the previous year’s values (10.1 to 8.6, 9.2 to 8.8), and an increase in the remaining
participant’s value from 5.2 (pre-diabetes value) to 11.0. However, there were already
declines in Hemoglobin A1c from 1 year previous to baseline in the three individuals
measured. Therefore, there was a trend toward reductions in Hemoglobin A1c in these
individuals and may reflect their greater motivation to adhere to healthcare
recommendations.
When correlating Hemoglobin A1c values to the BMI, it appears that there may
have been a reduction in BMI in those individuals who received NA educational
intervention. The relationship between BMI and Hemoglobin A1c values are not reflected
as anticipated. One would expect the BMI and the Hemoglobin A1c to have a positive
correlation. Anticipating that as BMI increased Hemoglobin A1 c would increase and
vice versa. However, this is not reflected in this sample and may be due to the small
sample size.
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Table 1
Medication and Recommendation Adherence by Month
Participant:
Month 1
(May)
Month 2
(June)
Month 3
(July)
*F/U: 1
month
(May)
*F/U: 3
months
(July)
BMI
A1c: 3
month

1
yes

2
yes

3
yes

4
yes

5
yes

6
yes

yes

yes

no

no

yes

yes

yes

yes

no

yes

yes

yes

yes

N/A

no

no

yes

N/A

No

yes

yes

yes

yes

yes

NM
NM

I
NM

D
NM

D
I

D
D

D
I

F/U = Follow up recommendations, I=Increased, D=decreased, NM= Not measured.
Month 1-3 reflect the medications refilled (yes) or not (no) at month 1, 2, or 3
***Compared to a pre-diabetic measurement
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-DISCUSSION
Native American patients with diabetes experience higher mortality and morbidity
issues than non-native populations (Berry et al., 2009). This project was developed to
evaluate the effects of culturally congruent education on outcomes in a diabetic NA
population. The concept encompasses the utilization of a NA nurse as the educator for the
intervention, thereby providing linguistic, socio-culturally sensitive education in an effort
to reduce barriers to adherence and improve outcomes.
The Project Director encountered some temporary resistance and barriers to the
approval and implementation of the project. While these barriers were in originally
designed to protect the population and avoid wasting valuable resources, the results can
be an impediment to research attempts. As the researcher navigated these barriers
valuable insight into the administrative and political structure was gained. Such
experience includes identification, recruitment and involvement of key stakeholders in
research topics, navigation of a political system, resource allocation, defense and debate
regarding needs for change and improved outcomes, just to name a few. This experience
will help the researcher in the application of future endeavors within a tribal or political
landscape.
There were some barriers encountered from the population and the recruitment of
willing participants. There are possible historical issues which lead to a resistance in the
population, possible unwillingness to commit to the requirements for follow up and /or
issues regarding recruitment procedures. The project director personally trained the triage
nurses in the manner of recruitment and presentation of the research project. Positives
presented in the project presentation were benefits to the patient’s long term outcomes by
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increasing knowledge as well as and granting access to a NA nurse to answer specific
health care questions.
It became evident in the recruitment period that some triage staff were able to
recruit more participants for the project with other triage staff having no recruits in the
greater than 1 month time frame. This variation in project presentation style may account
for the reduced sample size as well as the other factors mentioned above.
Interpretation
There was an increase in the mean Hemoglobin A1c values from baseline to 3
months follow up visit post education implementation (8.5667 to 9.4667 respectively,
p=0.27401) in those three (3) individuals who were measured when they returned for
follow up at 3 months. Likewise, there were no significant correlations between BMI,
Hemoglobin A1c and post test scores.
Data from this research are not sufficient to determine the benefits of utilizing a
Native American Nurse when educating a Native American population. Due to the
limited sample size and influenced by time constraints and partially a reluctance to be
involved in research, the Native American convenience sample obtained was insufficient
to demonstrate an improvement in outcomes. Additional obstacles were inconsistent
measurement of outcomes. Hemoglobin A1c were inconsistently obtained by the
providers who saw the participants in their follow up.
Implications for Practice
The researcher has observed a reluctance to be involved in research by the
population. Qualitative studies may be helpful to divulge the source of this reluctance.
Historically the population has reason to resist the intrusion of non-natives into their
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culture. This reason alone may explain the reluctance to participate in research. However,
the foundation of knowledge must expand into the culture to reveal barriers to health.
Native American researchers may be the answer to this dilemma. More qualitative
research is indicated to identify barriers to health care and facilitate eventual plans for
removal.
Additional implications include further assessment with a larger sample for this
topic. Implications for further research also include measuring outcomes over time
utilizing NA versus Non-Native providers, and further investigations into the roles of
culture in Native American healthcare.
Conclusion
Utilizing a NA nurse to provide culturally sensitive education to NA diabetic
patients reduces trust and linguistic barriers to understanding. Improvements in NA
diabetic patients understanding of their medications, diet and exercise needs should
improve outcomes in the population. Although, cross cultural care also known as
transcultural care, is currently the norm, empowerment and mentoring NA nurses to take
leadership roles as Advanced Practice Nurses improves the care available to NA
populations. While not determined here, culturally congruent care supplied by trusted and
respected nurses from within a patient’s own culture and community, can assist patients
to navigate inherent barriers to care with a problem solving approach. Therefore,
promoting NA nurse leadership is a goal worthy of continued pursuit.
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–ADA Hypoglycemia

Note: Copyright © American Diabetes Association
From: http://professional.diabetes.org
Reprinted with permission from The American Diabetes Association.
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Note: Copyright © American Diabetes Association
From: http://professional.diabetes.org
Reprinted with permission from The American Diabetes Association
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–ADA Diabetic Symptoms

Note: Copyright © American Diabetes Association
From: http://professional.diabetes.org
Reprinted with permission from The American Diabetes Association.
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–ADA Medications-

Note: Copyright © American Diabetes Association
From: http://professional.diabetes.org
Reprinted with permission from The American Diabetes Association.
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Note: Copyright © American Diabetes Association
From: http://professional.diabetes.org
Reprinted with permission from The American Diabetes Association.
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–ADA Introduction

Note: Copyright © American Diabetes Association
From: http://professional.diabetes.org
Reprinted with permission from The American Diabetes Association.
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Note: Copyright © American Diabetes Association
From: http://professional.diabetes.org
Reprinted with permission from The American Diabetes Association.
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–ADA Type II Diabetes

Note: Copyright © American Diabetes Association
From: http://professional.diabetes.org
Reprinted with permission from The American Diabetes Association.
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Note: Copyright © American Diabetes Association
From: http://professional.diabetes.org
Reprinted with permission from The American Diabetes Association.
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–ADA Physical Activity

Note: Copyright © American Diabetes Association
From: http://professional.diabetes.org
Reprinted with permission from The American Diabetes Association.
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Note: Copyright © American Diabetes Association
From: http://professional.diabetes.org
Reprinted with permission from The American Diabetes Association.
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–ADA Diagnosing Diabetes

Note: Copyright © American Diabetes Association
From: http://professional.diabetes.org
Reprinted with permission from The American Diabetes Association.
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–ADA Factors Affecting Glucose

Note: Copyright © American Diabetes Association
From: http://professional.diabetes.org
Reprinted with permission from The American Diabetes Association.
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Consent and Information

CONSENT AND INFORMATION FORM
This is an opportunity to participate in research regarding diabetic education. It
includes time spent with a Native American nurse who will review American
Diabetes Association materials in your preferred language, discuss the health care
implications, and review the provider recommendations and health modifications in a
culturally sensitive, problem solving approach.
Information:







Your participation is voluntary.
Your health information is kept confidential.
The information will be collected for 1 year previous to study initiation and up
to 4 months after and may include labs, vital signs (weight, height, BMI), and
health recommendation follow up.
You will be asked a “yes” or “no” question after the educational intervention
via phone or in person.
Only the researcher will have access to collected health information and it will
be de-identified, kept confidential, and destroyed after a period of 6 months.

I, ___________________________________ give my consent to participate in this
health care study for the length and limits described above.

_______________________________

______________________

Name

Date

Nurse instructions: Provide a copy of this signed form to the participant for later review.
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–Data Collection Tool

DATA COLLECTION TOOL
ID Number:
Did patient feel that the education improved their understanding?
Date

BMI

Hemoglobin
A1c

Yes ( )

No( )

Health Recommendations (screenings, follow ups,
appointments and referrals) related to the DM II diagnosis
or related comorbidities: CVD, renal disease, retinopathy,
dental
INITIAL
SUBSEQUENT FOLLOW Doable
VISIT: Follow
VISIT:
UP?
in time
up
Follow up
(Yes or
frame?
Recommended? Recommended? No)
(Yes or
(Yes or No)
(Yes or No)
No)

DM II and DM II Recommended Medications
Medication Name

Medication
Pick up initial?

Month 2

Month 3

Notation: Add a *to denote medication supplied that could last longer than the measured 30 days.
Tracking will only be recorded for those medications resulting from direct DM II treatment or its related
comorbidities as recommended by the American Diabetes Association. Tracking will not include those
medications which are prescribed for symptom management alone (gabapentin, pregabalin), or those
medications which are related to other diagnosis such as infections, GI, musculoskeletal, etc., which are not
included in the ADA education provided n the intervention.
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–Pre-Test/Post-Test

PRE-TEST/POST-TEST
QUESTIONS

TRUE

The body needs insulin to be well.
Type II diabetics do not make enough insulin.
Diabetic drugs help the body to make more insulin or use it better.
If I lose weight my blood sugars may come down.
If I keep my blood sugar down I may live well longer.
Diabetic drugs help me keep my blood sugar down.
If I take my diabetic drugs daily I may stay well longer.
If I lose weight and keep fit I may be able to reduce the sum of drugs
that I need.
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FALSE

–MBCI Approval Letter

56

–IRB Approval Letter

57

–Tribal Resolution

58

–American Diabetic Association Copyright Agreement
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